INTRODUCTION
C ongenital syphilis (CS) has been known to man as early as 15 th century. Although the rate of CS is declining in developed countries, a significant increase has been observed in the under developed countries despite wide spread use of penicillin to treat syphilis since the early 1950s. [1] CS is mainly a due to lack of antenatal care and control of sexually transmitted infections. Proper antenatal syphilis screening is of primary importance to identify serum-positive women and to assure adequate treatment to prevent the risk of vertical transmission. [2] 
CASE REPORT
A 1-month-old female baby was admitted with a history of refusal of feeds, distension of abdomen and ulcer over the left heel of 2-day duration. The baby was ill looking and icteric. Cutaneous examination revealed erythematous maculo-papular rash, with desquamation involving face, chest, upper limbs and lower limbs [ Figure 1 ]. Hemorrhagic crust was noted on the left heel [ Figure 2 ]. Cervical lymph nodes on both sides were enlarged, discrete and nontender. Palms and soles showed scaling and fissuring. Mucosae were normal. Ophthalmic and otological examination was normal.
infected mother to an infant, was first described in 1906. [3] Untreated pregnant women with primary and secondary syphilis with consequential spirochetemia are more likely to transmit infection than women with latent infection. Transmission can occur throughout pregnancy, and 40% of affected fetuses die in intrauterine or perinatal period. [4] The risk of vertical transmission and fetal diseases are directly related to the stage of maternal syphilis during pregnancy. It is estimated that in women with syphilis of a few years duration, about half of the pregnancies will be affected, with one half of the affected pregnancies ending in stillbirth (including miscarriages), and the other half in perinatal death or serious neonatal infection (CS). [5] The risk of fetal loss and CS drops slightly in early latent stage and decreases to 10% in late latent stage, respectively. [6] Clinical manifestations of CS are varied and involve multiple systems. Majority of infants are asymptomatic at the time of birth, but if untreated symptoms develop within weeks or months. [2] The characteristic cutaneous manifestation in CS is erythematous maculo-papular rash followed by scaling with frequent involvement of palms and soles. Similar presentation was described by Kim et al. in a 3-month old infant. [7] Patients may present with hepatosplenomegaly. In concert with this the index case showed clinical and biochemical evidence of hepatitis. Thrombocytopenia is common in CS, due to platelet trapping in the spleen, was observed in the reported case. Rhinitis and condylomatous lesions over mucus membranes are common. [5] Painful osteochondritis and periostitis occur frequently in the long bones of the upper and lower limbs. Similar pathological bone changes were noted in the case under study. Moreover, CS can present with only bone involvement and without exhibiting cutaneous manifestations. [8] Koh et al. in a retrospective review of 13 cases of CS have also observed osteochondritis and periostitis in all the nine patients in whom radiography was carried out. [3] In a large retrospective review of 302 clinically suspected cases of CS, bone changes were found in 197, which included periostitis (52%), osteitis (15%) and metaphyseal changes (33%) and more than one lesion in 36%. [9] The common neurological manifestations reported in early CS are postneonatal Erb's palsy, pseudoparalysis and meningitis. [10] Banapurmath et al. have reported a case of CS presenting with hypotonia associated with brisk reflexes and extensor plantar response. [11] The mainstay of prevention of CS is early diagnosis and appropriate treatment of syphilis infected mothers, which can only be achieved by making antenatal care accessible to all pregnant women. Routine antenatal serological test must be carried out early in pregnancy and repeated if necessary in the third trimester. An early negative test may mean either the mother is incubating syphilis or may have acquired it later in pregnancy. If the mother is found to have syphilis, CS will invariably be prevented if treatment is completed at least 2 weeks before delivery. [12] 
